The induction of spinal anesthesia resulted in hypotension and decreased coronary blood flow and myocardial oxygen consumption. At the same time the myocardial extraction coefficient of oxygen was not increased, indicating myocardial oxygenation to be adequate for the lower work load. This does not imply that local ischemia might not occur in the presence of coronary artery sclerosis. The coronary arteriovenous differences of glucose, lactate and pyruvate were not changed during the period of hypotension.
the coronary blood flow, myocardial oxygen, glucose, lactate and pyruvate consumption were determined by methods described previously. ' 7 The coronary vascular resistance was calculated by dividing the mean arterial blood pressure (millimeters of mercury) by the coronary blood flow (milliliters per 100 Gm. of myocardium per second). The myocardial extraction coefficient for oxygen was determined as the quotient of the coronary arteriovenous difference for oxygen divided by the arterial level (i.e., A X 100). This term expresses the per cent of oxygen that was extracted by the myocardium from a unit of blood and has been characterized in detail in a previous report. ' These determinations were carried out in six of the above patients, followed by the induction of spinal anesthesia. In four of these patients the level of anesthesia was high, as indicated by a loss of tactile sensitivity to or above T-4 , and by an increase in the rate of finger blood flow and pulse volume. In two patients the anesthesia level was low. In all patients, however, there was a significant fall in arterial blood pressure. A second set of determinations was done one-half hour after the spinal anesthesia had been induced. The other six patients served as double controls, without anesthesia, to determine the variations between two sets of observations one-half hour apart in the absence of hypotension. Four of the six patients given spinal anesthesia had essential hypertension (without heart failure) while all of the double controls were nonhypertensives. This was a fortuitous distribution, but as a result, the absolute values of the two groups were not strictly comparable. The main function of the double control group, however, was to indicate the change that occurred due to blood sampling and the manipulative procedures.
Twelve-lead electrocardiograms were taken before the study, and for seven consecutive days thereafter. 
